1. Introduction {#sec0005}
===============

Internal herniation is a rare cause of small bowel obstruction. It should form part of the differential diagnosis especially in a previously unscarred abdomen. Paravesical hernia is exceedingly rare. This type of hernia involves herniation of a viscus between the median and medial umbilical ligament. Preoperative diagnosis of these internal hernias is extremely difficult. Computed tomography (CT) scan may suggest the diagnosis but often the findings are not specific and the diagnosis is only made in theatre.

2. Patient information {#sec0010}
======================

A 35 year old male presented with a one week history of abdominal pain. He had associated bilious vomiting, abdominal distension and obstipation.

No significant past medical or surgical history was noted. On examination the patient was dehydrated with a blood pressure 139/89, pulse rate of 99, temperature of 37.2 °C. His abdomen was distended, no masses were palpable. The abdomen was tympanic on percussion. Tinkling bowel sounds were auscultated. There was no evidence of peritonism. Rectal exam revealed an empty rectum. Chest X-ray and Abdominal X-ray revealed no free air. Small bowel obstruction most likely at level of terminal ileum was noted. There were multiple fluid levels with an absence of air in rectum ([Fig. 1](#fig0005){ref-type="fig"}).

Blood results were within normal range except for a mildly elevated serum creatinine. The patient was resuscitated and taken to theatre for exploration via a midline laparotomy. A loop of terminal ileum was trapped in paravesical hernia causing small bowel obstruction ([Fig. 2](#fig0010){ref-type="fig"}). The bowel was congested and edematous but still viable on reduction from the hernia sac. The hernial ring was a 1 cm × 2 cm defect in the prevesical fascia. On digital exploration of defect after reduction of the incarcerated bowel, the sac was found to run laterally to the bladder ([Fig. 3](#fig0015){ref-type="fig"}). The paravesical hernia was repaired with 2/0 Polydioxanone (PDS). The patient made an uneventful post operative recovery [@bib0005].

3. Follow up {#sec0015}
============

At surgical outpatient department two weeks post operatively the patient was well and discharged from surgical care.

4. Discussion {#sec0020}
=============

An internal abdominal herniation is the protrusion of an abdominal organ through a normal or abnormal mesenteric or peritoneal aperture [@bib0010]. Internal abdominal herniations can be either acquired through a trauma or surgical procedure or related to congenital peritoneal defects. The classification system of internal abdominal herniations by Ghahremani is now well accepted. Internal abdominal herniations can be separated into six groups: Paraduodenal hernias (50--55% of internal abdominal herniations), hernias through the foramen of Winslow (6--10%), transmesenteric hernias (8--10%), pericecal hernias (10--15%), intersigmoid hernias (4--8%), and paravesical hernias (\<4%) [@bib0015].

The supravesical fossa lies between the median umbilical ligament and the medial umbilical ligament. The inferior boundary is formed by a peritoneal fold, part of which is the transverse fold of the bladder.

The fossa may go on to form a deep sac. If the hernia occurs in the superior portion of the fossa it may result in an external hernia. The internal hernias extend into the space of Retzius. These hernias can be prevesical, paravesical or even intravesical [@bib0020].

Supravesical hernias are the cause of most pelvic hernias. Approximately 60 cases of supravesical hernias have been reported to date. Paravesical hernias have not specifically been documented.

Preoperative diagnosis of these hernias may be challenging and the vast majority of cases are diagnosed at exploration in theatre. Preoperative diagnosis is possible with CT scan or MRI [@bib0025]. CT is currently the best imaging technique for detecting these hernias. The CT scan may show loops of bowel near the bladder [@bib0030]. However if obtaining a CT scan will significantly delay exploration of the patient then it is better to proceed to exploration as further delay may compromise already marginal bowel. If prompt resuscitation and exploration are not carried out the bowel may become gangrenous and require bowel resection. This will add to overall morbidity of the procedure [@bib0035].

This condition has been reported to be diagnosed and treated laparoscopically [@bib0040]. In our patient however this would have been impossible due to the severe distension of small bowel. The treatment is release of the intestinal obstruction and closing the hernia defect. Attempts to excise the hernia sac are probably unnecessary. Freshening of the edges and simple closure of the defect using continuous or interrupted stitches with non-absorbable sutures is sufficient [@bib0045].

5. Conclusion {#sec0025}
=============

The case demonstrates a rare cause of small bowel obstruction. The descriptions in the literature of small bowel obstruction secondary to internal supravesical hernia are limited to case reports. Preoperative diagnosis of these internal hernias remains challenging. The main learning point from this case is that in the setting of complete bowel obstruction delay in definitive management should be avoided. Speed is essential as bowel that incarcerated may become gangrenous.
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